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Angele: Several physiological and pathophysiological, pharmacological, social, and psychological differences between male and female patients have been identified with potential impact for treatment strategies. The term 'gender medicine' is a result of the awareness of those gender differences and applies to all fields of medicine. The recent importance of gender and associated differences in medicine will open new fields with potential implications for the clinical arena. At present, gender medicine is in a phase of finding and documenting gender-specific differences. The next step is to develop novel therapeutic approaches for the clinical arena, thereby considering gender and hormonal status. For me as an oncological surgeon, gender does not play a pivotal role for decisions regarding the treatment of our patients at the moment although anatomical differences exist.
Gonzalez-Moreno: I must admit that I am not familiar with the term 'gender medicine'. I gather it has to do with the differences in medical management or outcomes of individuals due to their difference in gender. My participation in this interdisciplinary discussion makes me aware of this topic for the first time, showing that maybe it should be more present in my (our) daily clinical activity.
Having carefully thought about it, and focusing on gender-non-specific diseases or disease sites (excluding breast or ovarian disease in women or prostate in men), I do not think that I have a different approach to my patients based on their gender during medical consultation. I treat all kinds of different patients that need a different approach based on their background, way to confront disease, social and family support, and sensibility. These are the factors that I consider to have an influence on the way I approach patients, rather than their gender. However, I would certainly be open to modulating my approach if I find new suggestions in this discussion.
Kähler: We try to integrate gender-specific problems into our daily clinical routine. For example, we know that women have an increased risk for post-ERCP (endoscopic retrograde cholangiopancreatography) pancreatitis. Therefore, they receive a prophylaxis with indometacine.
Question 2: According to your experience, who does profit most from preventive colonoscopy: men or women? Why?
Riphaus: Although some studies have shown that men are at a greater age-specific risk for the development of advanced colorectal neoplasia than women, the recommended age for referring patients to screening colonoscopy is still independent of sex and recommended at the age of 50 years. Therefore, data reflecting the gender-specific rate of adenoma detection in men and women are necessary. A cohort study encompassing 44,350 participants in a national screening colonoscopy program over a 4-year period (2007) (2008) (2009) (2010) in Austria could show that the prevalence of advanced ade-Rau Question 4: What could be the most effective means of reducing gender-specific surgical site infections (SSI)? Which preventive measures for both sexes are necessary?
Langelotz: The analysis of SSI showed differing results for men and women with respect to the underlying operative procedure. Therefore, there is no straightforward answer to the question as how to reduce the incidence of gender-specific SSI. While there seems to be a hormonal advantage in visceral surgery for women, lowering their incidence of SSI, the opposite effects could be seen in cardiac surgery. Current research suggests a different effect of cardioprotective medication, especially aspirin, on wound healing and SSI in women, leading to a higher rate of SSI. More research is clearly needed on the complex hormonal, cellular, and pharmacological interactions. Until further elucidation of the matter, the general preventive measures for both sexes such as adherence to evidence-based protocols on hand hygiene, preoperative disinfection, atraumatic surgery, and normothermia should be strictly adhered to.
Question 5: Which gender-based adapted screening programs and surgical recommendations can be mentioned regarding hereditary colorectal cancer?
Möslein: The most frequent hereditary colorectal cancer syndromes are Lynch syndrome and familial adenomatous polyposis (FAP), accounting for approximately 5% of the colorectal cancer burden. Both are characterized by an autosomal dominant mode of transmission and require an individualized approach of intensified screening and prophylactic surgery. Based upon available data, a personalized approach in treating patients and families with these predisposition syndromes is increasingly warranted. In Lynch syndrome patients, men have a significantly higher lifetime risk and earlier age of manifestation for colorectal cancer than femalesespecially in MSH6 mutation carriers. Additionally, incidence of gastric, bladder, and urothelial cancers is much higher in males. Females with an MSH6 mutation have to be aware of a very high risk especially for endometrial, but also for ovarian cancer. In FAP families, females are more prone to papillary thyroid cancers and also to desmoid tumors. I believe that it is timely to suggest gene-and gender-based adapted screening and surgical recommendations for Lynch syndrome patients. Concerning FAP patients, females should follow intensified screening recommendations for early detection of precursors or papillary cancer of the thyroid. Furthermore, desmoid patients should primarily not be subjected to surgical resection but rather to a gender-specific conservative medical treatment. nomas in 50-to 54-year-old individuals was 5.0% in men but 2.9% in women. The number needed to screen for adenomas in men was 20 compared to 34 in women. The result could not show a statistical significance between the prevalence and number needed to screen for advanced adenomas in men aged between 45 and 49 years compared with women aged between 55 and 59 years (3.8 vs. 3.9% and 26.1 vs. 26%, respectively). Comparable data are given for current large cohort studies in Germany. Therefore, current guideline developments should address this gender-specific aspect with subsequent sex-related recommendations for the first surveillance colonoscopy.
Kähler: Our experience is that men have sporadic adenocarcinoma in the colorectum earlier. Therefore, a correction of the guidelines would be necessary.
Question 3: Which field is the most interesting and relevant when focusing on gender-related differences in the treatment of patients?
Angele: At the moment, we are at the beginning of understanding the importance of gender differences in the treatment of our patients. In this respect, both gender and hormonal differences should be considered and will certainly influence the treatment of male and female patients in the future. From my point of view, in the treatment of oncological patients, gender and hormonal milieu will play an important role in the future. In this respect, hormone receptors have been documented on several gastrointestinal tumors. A trend towards individualizing the treatment (personalized medicine) in those patients is increasingly propagated. Considering gender and hormonal milieu may further improve patient care in this field.
Seeland: Surgery always considers the anatomical differences between the patients as well as their individuality when they are being treated; for example, the use of neoadjuvant and radiation therapy is carefully evaluated in premenopausal women. Nonetheless, the clinical aspects that do not include anatomical differences are generally neglected. Yet, a liver is not just a liver and a stomach is not just a stomach.
Liver function varies by fertility state in women throughout their life course and thus resections, such as lobectomies, might have different effects on metabolism. Also, estrogens seem to play a significant role in the progression of hepatocarcinoma. Survival rates after gastric cancer are significantly better in females compared to males, even after adjustment for size and stage. Nobody knows exactly why this is the case. We know that sex hormones and their receptors play a role but we are far from being able to use this to our advantage when treating our patients.
